Isolated dislocation of the distal radio-ulnar joint and isolated dislocation of the radial head in adults are not common injuries. A simultaneous dislocation of the radial head and distal radio-ulnar joint with no other injury seems to be extremely rare since only one report was found in the English literature. A similar case, but with some differences in presentation and treatment is reported.
Introduction
Posttraumatic instability of the distal radio-ulnar joint (DRUJ) has been commonly described in association with Colles's type fractures [1] , Smith's type fractures [2] , fractures of the radial diaphysis (Galeazzi's fracture-dislocation) [2] , fractures of the radial head [3] and elbow dislocations [4, 5] .
Isolated dislocation of the DRUJ, although it has been described since 1777 by Desault [6] , only few cases have been reported according to a recent review [7] . Isolated dislocation of the radial head is common in children but rare in adults as only 20 cases have been reported during the last 30 years [8] .
A simultaneous dislocation of the radial head and distal radio-ulnar joint with no other injury seems to be extremely rare since only one report was found in the English literature [7] .
Case report
A 54-year-old male presented in the Emergency Department of our Institution, complaining of pain, deformity of the left wrist and elbow and inability to move these joints, following a fall on the out-stretched hand at work. On clinical examination, the forearm was held in supination with both the elbow and the wrist in flexion. He was unable to move the elbow and the wrist, whilst finger movement and sensation were normal. No neurovascular injury could be detected. No other parts of the body were injured.
Radiographs of the forearm, including both the elbow and wrist joints, revealed an anterior dislocation of the radial head and a disruption of the DRUJ with a volar dislocation of the distal ulna [ Fig.1 ].
The injury was treated immediately, with closed reduction of both dislocations, K-wire stabilization of the DRUJ and immobilization of the forearm with a long arm cast in supination. Under general anaesthesia firstly the radial head was reduced with traction, supination and direct pressure, followed by reduction of the DRUJ with pronation, while the reduced radial head was maintained in supination by an assistant. After the reduction, the radial head was unstable whenever the forearm was positioned in neutral rotation. Therefore it was decided to stabilise the DRUJ with a K-wire in the reduced position and immobilise the forearm with a long arm cast in supination and the elbow in 90 degrees flexion [ Fig.2] .
Three weeks later the elbow was allowed to be mobilised while the DRUJ K-wire remained in situ for a total of 12 weeks. Three months later the patient had regained full range of elbow movement but with some restriction in forearm pronation, with a stable DRUJ. Unfortunately the patient did not attend any further appointments in the Outpatient Department. 
Discussion
A similar case with a simultaneous dislocation of the radial head and DRUJ with no other injury of the arm was reported a few years ago [7] . The differences with our case is that (a) in our case the radial head was displaced purely anteriorly and not antero-lateraly as in their case and (b) after the reduction, in our case the radial head was unstable with the forearm in neutral rotation.
Dislocations of the DRUJ are classified according to the displacement of the ulna as dorsal (more common), volar and longitudinal (proximal translation), the latter being the original Essex-Lopresti injury [3, 9] . The mechanism of injury for the dorsal dislocation is hyperpronation, for the volar dislocation hypersupination and for the original Essex-Lopresti injury is the proximal translation of the radius [3, 9] .
Isolated radial head dislocation may be posterior (dorsal) or anterior (volar) and the mechanism is hyperpronation and hypersupination of the forearm respectively [8, 10] .
As far as the mechanism of injury of the simultaneous dislocation of both joints is concerned we agree with the mechanism proposed by Leung et al [7] . They named this injury 'criss-cross' injury of the forearm suggesting that the interosseous membrane may play a role and function as a pivot between the two forearm bones.
The same authors also suggested that, according to their cadaveric studies, this combined injury may represent a severe form of isolated dislocation of one of the radio-ulnar joints. They believe that even in an isolated dislocation of one of the radio-ulnar joints, a subluxation or a sprain of the other joint is present. Therefore the dislocation of the other joint is just a subsequent stage of the same injury.
Although an increase in the distance at the DRUJ was observed on AP view (figure 2), the reduction was accepted. In fact, a perfect reduction was not achieved. It would be interesting to see if this would have caused problems in the patient's wrist after some period of time. Unfortunately we were able to follow-up the patient only for three months post-operatively.
